At cardiac catheterisation the left ventricular end diastolic pressure was raised at 21 mm Hg. Coronary angiography showed a considerably dilated and tortuous right coronary artery (corresponding to the right paracardiac shadow) draining into the left ventricle (fig lb) . The left coronary artery was normal.
Coronary artery fistula is a rare congenital anomaly in which the affected coronary artery empties into the left ventricle.'" These fistulas can At cardiac catheterisation the left ventricular end diastolic pressure was raised at 21 mm Hg. Coronary angiography showed a considerably dilated and tortuous right coronary artery (corresponding to the right paracardiac shadow) draining into the left ventricle (fig lb) . The left coronary artery was normal.
ECHOCARDIOGRAPHIC FINDINGS
We used an Aloka mechanical scanner Model SSD-118 for cross sectional echocardiography and a Toshiba phased array scanner SSH-40A for combined cross sectional and Doppler echocardiography. In the parasternal short axis view, the ostium of the right coronary artery (2 cm in diameter) was seen to originate from the aorta (fig 2a) . The site of entry (1 cm in diameter) into the moderately enlarged left ventricle was shown just below the posterior mitral leaflet at the posteromedial region ofthe left ventricle in a parasternal short axis view (fig 2b) . This corresponded with the angiographic findings. Both pulsed and continuous Doppler showed a diastolic flow pattem at the site of entry.
At operation, a dilated right coronary artery measuring 1-5 cm in diameter was found communicating with the inferior wall of the left ventricular cavity at the crux. The fistula was closed at its distal end by interrupted sutures. The patient was discharged in good condition on the seventh day after surgery and was free of symptoms at follow up six months later. 593 
Discussion
Cross sectional echocardiography has been used to image normal calibre coronary arteries and to demonstrate dilated coronary arteries associated with the mucocutaneous lymph node syndrome and with coronary artery fistulas.7' Reeder et al used cross sectional echocardiography to visualise an aneurysmal coronary artery fistula and they concluded that contrast echocardiography was better than angiography for delineating the cardiac chamber into which the fistula emptied.4 The identification of both distal and proximal portions of a coronary fistula by cross sectional echocardiography has also been reported.4"' Agatston et al used pulsed Doppler to confirm the site of the distal end of the fistula at the junction of the coronary sinus and right atrium.11 Cross sectional visualisation of dilated proximal coronary arteries alone, however, does not indicate the presence of a coronary fistula.5 It is often difficult to distinguish Diagnosis of coronaryfistula by Doppler echocardiography 595 between fistulas and aneurysms of the coronary artery or anomalous origin of the coronary arteries. But Doppler echocardiography can identify continuous flow in the right heart chambers or diastolic flow in the left ventricle, and hence confirm the site of drainage of the fistula." 12 Echocardiographic imaging of the dilated proximal portion and the distal end of the right coronary artery draining into the left ventricle just below the posterior mitral leaflet in this present case should therefore be sufficient for the diagnosis of a right coronary artery fistula to left ventricle. The portal of entry was detected by pulsed Doppler echocardiography and was confirmed by angiography and at operation. 
